Introduction {#sec1_1}
============

Uveitis associated with psoriasis vulgaris is usually seen as an anterior segment inflammation, and it is very rare that the inflammation extends to the posterior segment \[[@B1], [@B2]\]. Our patient experienced panuveitis that was associated with psoriasis vulgaris and was accompanied by retinal vasculitis with retinal neovascularization leading to repeated vitreous hemorrhages. Infliximab (IFX) treatment was effective in resolving these issues.

Case Presentation {#sec1_2}
=================

A 27-year-old male visited an ophthalmology clinic with a complaint of blurred vision OU. He showed bilateral uveitis that had been controlled with eye drops; however, it later exacerbated, and he was referred to our hospital.

He had suffered from psoriasis vulgaris since he was 14 years old and had been treated with topical corticosteroids and phototherapy by dermatologists; however, he had ceased all treatments on his own accord 2 years earlier. Since then, his skin condition had become worse due to the lack of medication.

At the first visit, the best-corrected visual acuity (BCVA) was 0.5 OD and counting fingers OS. Intraocular pressure was 13 mm Hg OD and 5 mm Hg OS. A slit-lamp examination showed ciliary injections and 3+ flare and 3+ cells, fibrin formation in the anterior chamber with total posterior iris synechia OU, and fundi were invisible OU (fig. [1](#F1){ref-type="fig"}).

Besides psoriasis, other extraocular lesions such as oral aphthous ulcers or genital ulcers, or symptoms for Behçet\'s disease were not found. The patient\'s psoriasis was very severe; the skin over the whole body including the face and eyelids formed erythroderma and thick desquamation. Screening blood and urine tests did not show any positive results indicating sarcoidosis or other uveitis.

He underwent dexamethasone conjunctival injections, and topical treatments with 0.1% betamethasone eye drops and mydriatic eye drops were applied every hour. For psoriasis, corticosteroid ointment and ultraviolet irradiation were promptly started. With these medications, the anterior segment intraocular inflammation was reduced, and BCVA improved to 1.2 OD and 0.8 OS 3 months later; however, the posterior synechia was not removed and fundi were still invisible OU. Ten months later, the patient underwent cataract surgery, and the posterior synechia was removed OS. After surgery, the vitreous opacity was mild, and the BCVA improved to 0.9 OS. However, the anterior chamber inflammation suddenly exacerbated with a vitreous hemorrhage OS 1 month postoperatively. The fundus was too blurred to be seen in detail; however, fluorescein angiography revealed marked leakage suggestive of retinal neovascularization (fig. [2](#F2){ref-type="fig"}). Since the patient developed further vitreous hemorrhages with a recurrence of anterior uveitis with his psoriasis not controlled well, IFX was administered 19 months following the first visit.

IFX (5 mg/kg) was infused 2 and 6 weeks following the first infusion and every 8 weeks thereafter. After the IFX administration, a new vitreous hemorrhage occurred only once; however, it quickly disappeared and has not recurred. During the 3 years of IFX therapy, no severe recurrences were seen, and cataract surgery could be performed safely without postoperative inflammations OD. The final BCVA was 1.2 OD and 0.8 OS. The patient\'s psoriasis was also gradually improved.

Discussion {#sec1_3}
==========

Uveitis associated with psoriasis vulgaris is mostly seen as acute anterior uveitis \[[@B1], [@B2]\]. Although a case of panretinal vasculitis with cystoid macular edema has already been reported \[[@B3]\], to the best of our knowledge, this is the first report of retinal vasculitis with retinal neovascularization leading to vitreous hemorrhages associated with psoriasis. We considered other causes of uveitis including sarcoidosis or Behçet\'s disease; however, all of them were excluded because of negative results of systemic examinations and no signs of extraocular symptoms related to these diseases. Because the patient\'s uveitis exacerbated along with the exacerbation of psoriasis, we diagnosed this case as psoriasis-associated uveitis. It is speculated that the systemic inflammatory disease in this patients was so severe as to induce inflammation in the posterior segment in addition to anterior segment.

This case was so severe that vitreous hemorrhages recurred frequently, even with topical corticosteroid treatment. However, after the IFX therapy, the ocular inflammation was relieved and has never recurred. Moreover, cataract surgery could be performed under the IFX treatment without severe postoperative inflammation.

IFX is a chimeric monoclonal antibody to tumor necrosis factor-α and has shown excellent efficacies in its worldwide use in the treatment of various immunological diseases \[[@B4], [@B5]\] including rheumatoid arthritis \[[@B4], [@B6]\] and Crohn\'s disease \[[@B5]\]. In psoriasis vulgaris, IFX is now available for severe cases that are refractory to existing treatments \[[@B7], [@B8]\].

Some uveitis cases with psoriasis that have undergone IFX treatment have been reported. Asukata et al. \[[@B9]\] reported a case of intractable anterior uveitis; Huynh et al. \[[@B10]\] reported 2 panuveitis cases, 1 anterior uveitis case and 1 scleritis case, and Goto et al. \[[@B3]\] reported a case showing retinal vasculitis with macular edema. In all cases, there was a remission of ocular inflammation, and skin lesions were well controlled with IFX administration. Our case presented a more severe panuveitis with inflammatory retinal neovascularization; however, IFX was effective in controlling the severe uveitis. Uveitis with psoriasis seems to be a good indication for the administration of IFX.
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![Clinical findings during the initial visit. Ciliary injections and severe anterior chamber inflammations, such as 3+ flare and 3+ cells, and fibrin formation combined with total posterior synechia, were seen in OD (**a**) and OS (**b**). Erythroderma and thick desquamation were seen in the lower limbs (**c**).](cop-0007-0191-g01){#F1}

![Before the IFX treatment, the ocular fundus was too blurred to be seen in detail due to a vitreous hemorrhage (**a**), and fluorescein angiography showed a marked leakage suggestive of retinal neovascularization (**b**).](cop-0007-0191-g02){#F2}
